Clinical documentation is an integral part of the healthcare professional's job. Good record keeping is essential for patient care, accurate recording of consultations and for effective communication within the multidisciplinary team. Within the surgical department at the Great Western Hospital, Swindon, the case notes were deemed to be bulky and cumbersome, inhibiting effective record keeping, potentially putting patients' at risk. The aim of this quality improvement project was therefore to improve the standard of documentation, the labelling of notes and the overall filing.
Problem
At the Great Western Hospital, Swindon, the documentation and record keeping of patient notes on the surgical ward were felt to be substandard when compared to other wards. Case notes were bulky and cumbersome and not ordered chronologically. In addition, patient notes were often hard to locate, impairing the efficiency of the ward round. As a result, entries of ward rounds often contained insufficient clinical data and fell short of basic record keeping recommendations.
Background
Clinical documentation is an integral part of every doctors job. Good record keeping is essential for patient care, accurate recording of consultations and for effective communication within the multidisciplinary team. Documentation is a legal requirement and is a fundamental factor if a medico-legal issue were to be raised whereby the healthcare professional and the hospital trust could be held accountable. The General Medical Council (GMC) outlines the requirements within Good Medical Practice (2013), [1] stating that one must, "keep clear, accurate, and legible notes, report relevant clinical findings, document decisions made and by whom, document the information given to patients, document any drugs or other treatment prescribed and document who is making the record and when." They go on to state that notes should be kept safely, in accordance with local data protection guidelines avoiding any loose pages.
In addition to this, the Royal College of Physicians England (RCP), have set out criteria that should be adhered to when recording clinical notes. [2] This advises that each page should have at least three unique patient identifiers; and for each entry, the most senior person present, time and date, and the name, designation, and signature of the writer.
Medical records can consist of handwritten entries, emails, clinical letters, laboratory notes, radiographs, photographs, and printouts from medical bedside monitoring equipment. It is, therefore, essential that the many different clinical subsets can be filed appropriately and be easily accessible when required. The records form a permanent account of a patient's illness whilst in hospital, and serve to communicate between different healthcare professionals within the multidisciplinary team.
When a patient seeks legal advice regarding the treatment that they have received, the medical notes will always be reviewed by the 
Baseline measurement
Multiple surgical wards exist within the district general hospital. To reduce confounding factors between wards, it was decided to concentrate on the busiest and largest surgical ward, containing 39 bed spaces. The inclusion criteria was simply being an inpatient on the general surgery ward, while patients were excluded if they were absent from the ward with their notes at the time of the audit (for example, if they were in theatre).
The main case notes were assessed for: 
Design
When considering the underlying problem, it became clear that the overall size of the notes was the main hindrance to effective record keeping. Case notes containing multiple historic entries were greatly increased in overall volume, to the extent that there was not enough room in which to physically file records, and new pages were simply shoved in to the notes loose. This had a knock on effect on the documentation, as the writer would struggle to find the last entry in an attempt to write chronologically, and being behind, would generally rush their entry and thereby omit much necessary data.
After discussion with the healthcare professionals who accessed and used the patient notes, it was felt that the notes were too bulky and needed to be slim lined. Historic notes, although important, were felt not to be generally relevant to the current admission.
In the first instance, an education drive was undertaken. An email was sent to all staff within the surgical department detailing the poor results seen in the baseline data collection, and advising them of the standards and recommendations set out by the GMC and the
RCP.
It was then agreed that, in order to minimise the bulk of the notes, Minimal set up costs (approximating £50) were required for this project in the purchase of 40 new ring binder folders, and each colour coded for the section of the ward to which they belonged. A pre-existing secure filing cabinet was then reutilised to be the designated area where the main patient notes would be accessibly stored, should they be needed. notes would then be filed from the folders back into the main notes after the patient was discharged. Twenty sets of case notes were randomly selected from both before and after the introduction of the folders. The notes were assessed for both loose pages and whether they were correctly filed in the corresponding sections: clinical history, letters, investigations, nursing notes, and drug charts. When considering the "before" group, the inclusion criteria was that they had to have been admitted and discharged before November 2014, without readmission. The "after" group had to have been admitted and discharged after the introduction of the single episode folders.
An overall improvement was seen in the general filing of the main patient notes after the introduction of the single episode folders.
The average number of sections without loose page pages rose dramatically (52% to 86%), while the filing of the clinical history in the correct place rose from 63% to 92%. Significant increases were also seen in the filing of nursing notes (44% to 82%) and of drug charts (44% to 82%). 
Lessons and limitations
The main take home message is that simple, low cost strategies and interventions can have a dramatically positive effect. However, despite frequent reminders and educational emails, best practice was not always followed in clinical record keeping. Despite an overall improvement of over 80% in all areas identified, one in five entries still fell short of the GMC's best practice guidelines. When speaking informally with colleagues to ascertain reasons, the general consensus was that at very busy times, the quality of the documentation would fall short simply due to time pressure.
The focus of the project was also limited to one surgical ward and the surgical teams. Medical record keeping effects all specialities within the hospital, and further work and resources would be required to implement the folders onto other wards.
The surgical admissions proforma was unnecessarily long, consisting of 11 pages and it was deemed rather cumbersome to stick labels onto every page. Future focus could, therefore, be aimed at streamlining the proforma. In addition, proposals for the development of a short online learning module on record keeping as part of a new healthcare professionals induction, are in the early phases.
Conclusion
Through education, the introduction of single episode patient folders, and through the "identi-tri" campaign it has been shown that the overall standard of medical record keeping has not only improved, but there has been a sustained improvement over the last year. Well organised and easy to find notes will have a positive impact on the quality of the note keeping, but will also facilitate efficient ward rounds, thus freeing up time for other jobs. It is estimated that the interventions detailed could save at least 30 minutes of time per day for each member of the medical team. Over a year this would equate to an estimated saving of £26,097.50 in hours saved, a considerable sum when considering the minimal set up costs.
